A study of 547 children aged between 3 and 17 years, attending a child psychiatric clinic, showed that 23% were rated as having the symptom of morbid depression present. This group was compared with a control group from the same clinic without depression. The depressed children had a number of symptoms which were significantly associated with depression and formed a characteristic pattern of symptoms that could be defined as a specific depressive disorder.
Introduction
The nature and significance of childhood depression is a controversial topic amongst child psychiatrists, and views range from the claim that children do not suffer significant depression to the view that depression occurs as a specific illness which is a frequent cause for a wide range of childhood behaviour problems.
Much of the confusion stems from the use of the word 'depression' in at least three different ways. It may mean a normal mood change; or indicate a symptom forming part of a disorder or syndrome; or it may mean a specific illness where the depressed mood is qualitatively different from normality. It was to clarify this muddle that the study was undertaken.
Method
The study was based on the details of 784 children (aged 3-17 years) who attended a hospital department of child psychiatry over a period of two years. Each child was rated on an item sheet which recorded demographic data and the symptoms present during the past year. A total of 42 symptoms could be rated as 'absent ', 'doubtful' or 'present' . The item marked 'morbid depression, sadness, unhappiness, tearfulness' was selected for further study.
All children with an organic or schizophrenic psychosis or an IQ below 50 were excluded from the study, as were those children who were rated as having a doubtful symptom of depression. Of the remaining 547 children, 126 (23%) were rated as having the symptom of depression and this group was compared with the children who were not rated as depressed.
Results
The depressed group were found to be significantly older, more likely to be postpubertal and contained a relatively higher proportion of girls to boys compared with the non-depressed group (Table 1) . More than 50% of the depressed children had their disorder present for more than one year, but this was also the case for the non-depressed group and there was no difference between the two groups ( Table 2 ). The depressed group were more frequently referred by outside psychiatrists and were more likely to be in-patients than the controls (Tables 3 & 4 ). There was no significant difference between the two groups so far as a family history of mental disorder was concerned (Table 5 ). Unfortunately, it was not possible, in the study, to tell if depressed children tended to have depressed parents. An interesting finding was that, in the depressed group, relationships were more disturbed within the family than with their peers or other adults outside the family (Table 6 ). The symptoms shown in Table 7 were found to occur significantly more frequently in children with symptoms of depression. The symptoms show a remarkable resemblance to those which are associated with depression in adults. It is unlikely that this is an artefact resulting from the design of the item sheet, since the items were not grouped in a way which would be likely to lead to a diagnostic set for depression. Approximately 40 psychiatrists were involved in the rating of the item sheets, which makes it unlikely that personal bias played an important part. The item sheets were not designed to identify a depressive disorder and their reliability may not be high.
It was found that certain symptoms were significantly less likely to occur in the depressed children. However, it is important to note that, although the depressed group were less likely to be, for example, disobedient, nevertheless 43' 1~had this symptom. In other words the depressed child may be disobedient, but it has no diagnostic significance (Table 8 ). Table 9 shows that the depressed group were more likely to be diagnosed as having a neurotic disorder.
Figures I-II show the relationship between various symptoms, diagnosis, sex and puberty. As can be seen, the pattern of symptoms changes with age and sex. Depressed prepubertal children were more likely to have abdominal pain and alimentary disorder, irritability, school refusal and obsessions. Depressed postpubertal children were more likely to have sleep disturbance and phobias. Depressed boys were more likely to have sleep and eating disorders, phobias, school refusal, obsessions and hypochondriasis. Depressed girls were likely to have alimentary disorder and abdominal pain.
Discussion
The results of the study indicate that almost 20% of children attending the psychiatric clinic had the symptom of depression. This is a higher proportion than was expected and there are several possible explanations. It could be that the symptom occurs with a similar frequency in the general child population and should therefore be considered 'normal' and to have no special significance. On the other hand, it might be that depression is part of a continuum of symptoms experienced by any child as a non-specific response to stress in the same way as, for example, loss of appetite and sleeplessness.
Another explanation for the findings could be that they are an artefact caused by the use of an item sheet of unknown reliability, which was not specifically designed to identify depression and which was rated by many different psychiatrists. In view of this, it is perhaps all the more surprising that anything significant did emerge from the study.
The most likely explanation would seem to be that children with depression do, in fact, form an identifiable group, with characteristic associated symptoms. This would suggest that depressed mood is part of a recognizable symptom complex similar to that in adult depressive illness, and the fact that more depressed children than controls required admission to hospital and were referred by other psychiatrists supports the serious significance of depression.
The symptoms associated with depression vary with age and sex. In very young children, depression seems to be less clearly defined and it is common experience that an infant may cry and appear miserable when he is tired, hungry, cold, in pain or anxious, as well as when he is depressed. As the child matures, so emotional states become more differentiated and specific. At the same time, the number of children with recognizable depression increases, possibly because the threshold for developing a depressive disorder is lowered. The physical and psychological stresses of puberty are probably particularly important in lowering the threshold still further.
Although the symptomatology of depressed boys and girls was similar in this study, there were some differences. Most of these could be explained in terms of a greater difference 
C
Cl .. between the depressed boys than the depressed girls and their respective control groups. In other words, depression may be more difficult to recognize in girls since there are fewer discriminating factors between depressed and non-depressed disturbed girls. Unfortunately, it was not possible to identify whether parents with a history of psychiatric illness had experienced a depressive disorder or not. The depressed children did, however, have marked relationship problems within the family, rather than with other adults or children. This could be due to the depressed child causing the disturbance at home or it might be that the 
.~~U The development of a depressive disorder will depend not only on the threshold for experiencing depressive symptoms and the vulnerability of the child determined by age, sex and other constitutional factors, but also on the degree of emotional stress and the child's previous experience. The complex interplay of these different factors is one of the reasons that depressive disorder is at times difficult to recognize. Another reason is the misunderstanding of terms such as 'depressive equivalent'. This is sometimes used to describe symptoms such as aggression and enuresis which, in this study, were found to be less likely to be related to depression. Thus these 'equivalent' symptoms appear to be nonspecific for depression and have no diagnostic significance for this disorder. The concept of depression masked by 'equivalent' symptoms is confusing since either a diagnostic subtype or depression with a nonspecific presenting symptom may be implied.
On the basis of this study, a depressive disorder in childhood can be defined as a This study is based on groups of children and care must be taken when applying the conclusions to individuals. However, having reached a definition of depressive disorder, this can be used to identify single cases for further detailed study and research. The evidence suggests that a large number of children attending a child psychiatric clinic suffer from a specific depressive disorder. Further research is needed to confirm this and to identify other features such as aetiological factors, prognosis and treatment.
